The authors write, in the Materials and Methods: ''The technique and the surgical instruments used were the same as in routine surgeries with microscope, except for the non-use of the microscope andotologic speculum, and the use of the Storz rigid endo-scopes, 4 mm diameter and 18 cm long, at 0
• angulation (Karl Storz GmbH & Co. KGTuttlingen, Germany)''. 1 The authors do not report the status of the External Auditory Canal (EAC). We have found that endoscopic myringoplasty is particularly difficult in patients with tortuous or extremely narrow EACs, and in those with any mass (such as a small osteoma) that reduces the endoscopic field of view. This is because simultaneous insertion of the endoscope and the requisite surgical instruments crowds the surgical field. Adult EACs of diameter <4.0 mm are considered narrow. 4 The diameter of the microinstrument used during otology exceeds 1 mm. The surgical field becomes very crowded if the EAC is <4.0 mm in diameter, particularly if an endoscope 4.0 mm in outer diameter is employed. However, in children, Ito et al. 5 believed that endoscopic myringoplasty was feasible when the difference between the diameter of the endoscope and the smallest EAC diameter was >0.5 mm. It was dangerous to employ a 2.7 mm-diameter endoscope during pediatric myringoplasty when the diameter of the EAC was <3.2 mm. Thus, transcanal endoscopic myringoplasty may be difficult in children aged 12---16 years if an endoscope 4.0 mm in outer diameter is used. Furthermore, in most cases, only one hand is free to perform endoscopic myringoplasty because the other must hold the endoscope. A hematoma (with subsequent bleeding) can develop if the endoscope contacts the EAC or the freshened perforation margins of pediatric patients exhibit chronic EAC inflammation, a remnant eardrum, or fungal otitis externa. A massive bleed may obstruct the endoscopic field-of-view, thus hindering surgery. Although application of a sponge soaked in epinephrine (1:100,000 dilution) for a few minutes may afford adequate hemostasis, one-handed surgery using an endoscopic technique prolongs the operation. However, the surgeon can use one hand to aspirate blood and the other to freshen the perforation margins if the bimanual microscopic approach is employed. In addition, the authors write, in the Results section: ''As for the surgical outcome at postoperative otoscopy, complete closure of the perforation was observed in 86.4% (n = 19) of patients three months after intervention.'' 1 The follow-up time was short and thus the reported success rate is not completely reliable. Most authors suggest that follow-up for at least 1 year is necessary; re-perforation after myringoplasty is possible during this time. 6 In brief, the transcanal endoscopic approach is excellent for performing cartilage myringoplasty, reducing both the surgical time and complications. However, both the surgical indications, and careful consideration of the outer diameter of the endoscope, are very important, and long-term followup is required.
